in good health.
history of continuous pain in the right iliac fossa of moderate severity. He was otherwise asymptomatic with a normal appetite and bowel action. He had not been vomiting.
On examination he looked well, was afebrile and not in obvious pain. The abdomen was not distended and moved normally with respiration. He was tender in the right iliac fossa with mild guarding over a mass therein which was 10 cm in diameter and firm in character. Rectal examination was unremarkable. His WCC was 17-9 x 109/1 with a differential count of 82% neutrophils, 14% lymphocytes and 4% monocytes.
On a clinical diagnosis of an appendicular mass he was managed conservatively and appeared to recover with gradual resolution of the mass. But he suddenly collapsed and died on the 13th day after admission. Post-mortem (Didolkar and Fanous, 1977) while the incidence of adenocarcinoma in appendicectomy specimens has been reported as ranging from 1/700 to 1/1600 (Collins, 1955) . Carcinoid of the appendix occurs 10 times more commonly than primary adenocarcinoma (Lesnick and Miller, 1949) . The peak incidence is in the 6th and 7th decades and 90 % of cases occur in patients over the age of 40 years. The youngest reported case was in a 17-year-old patient (Pugeda and Hinshaw, 1969) . Males are affected more commonly than females (Gamble, 1976; Didolkar and Fanous, 1977) .
Tumours of the appendix are of 3 histological types: 1, carcinoid, 88%; 2, cystic adenocarcinoma or malignant mucocoele, 8%; and 3, adenocarcinoma, 4% (Ulhein and McDonald, 1943) . Guarino and Chitwood (1954) (Gamble, 1976 (Wolff and Ahmed, 1976) . Spread of the tumour is by direct extension to and local invasion of adjacent structures, and also by the lymphatics and blood. At one or 2 points in the appendix the muscular layers are frequently incomplete or absent (Warwick and Williams, 1973) , which explains why direct extension of carcinoma of the appendix may occur early (Gamble, 1976) . Invasion of the urinary bladder (Richie and Smith, 1977) and involvement of the right ureter (Aburahma, 1977) have been described. Lymphatic spread is initially to the ileo-colic nodes and later to the infraduodenal and para-aortic nodes (Otto et al., 1970) . Liver metastases are common (Aburahma, 1977) . Peritoneal implants of tumour are frequent and are probably related to rupture of the appendix (Davis, 1975) . Pseudomyxoma peritonei and venous thrombo-embolism due to carcinoma of the appendix have been reported by Williams (1975) .
Symptoms are due to obstruction of the lumen of the appendix by the tumour (Berman and James, 1970) , infiltration by tumour into the wall of the appendix with or without perforation or by obstruction of the lymphatics or vasculature of the appendix (Nicebert, Feldman and Mandeberg, 1956 ). Intussusception of the appendix into the lumen of the caecum may also occur (Gamble, 1976) . Hesketh (1963) reported 94 cases of adenocarcinoma of the appendix of which 44% presented as acute appendicitis, 14% as appendicular abscess, 11% as chronic appendicitis, 11% terminally, and 14% of the cases were detected at incidental laparotomy for an unrelated intra-abdominal procedure. Six per cent. of the cases presented initially as metastases. A chronic inflammatory mass in the right iliac fossa was reported by Didolkar and Fanous (1977) to be a rare manifestation of the condition. Nevertheless, the 2 cases described in this paper presented in this manner. In case 2 the initially large mass in the right iliac fossa resolved leaving a small non-tender mass in the same region. He was relatively asymtomatic during the entire course of his illness and barium enema examination suggested a caecal neoplasm. This case illustrates the need for radiological investigation of the large bowel in patients after middle age whose appendicular masses have resolved, and before exploration. In the reports of Coblentz and Filippone (1975) and Schmutzer, Bayar and Zaki (1975) Didolkar and Fanous (1977) recommended frozen section examination of the tumour to enable diagnosis in such cases, and right hemicolectomy as the definitive treatment if the condition of the patient and that of the bowel permit it. Most writers are agreed that right hemicolectomy is the treatment of choice for carcinoma of the appendix, although Sieracki and Tesluk (1956) (Didolkar and Fanous, 1977) . Hopkins, Tullis and Kristensen (1973) showed a significant increase in survival of patients treated by right hemicolectomy as compared to those treated by appendicectomy alone, and Hesketh (1963) reported the 5-year survival rates after these 2 procedures to be 63% and 20% respectively. Brown and Husni (1957) advised against radical resection in ruptured appendiceal carcinoma although Edmondson and Hobbs (1967) and Didolkar and Fanous (1977) showed that right hemicolectomy gives good results even in such cases.
